Figure 1. A: Axial CT image in bone windows demonstrates opacification of the frontal sinus with areas of thinning and frank erosion of the posterior cortex. B: Axial T1-weighted gadolinium-enhanced image at approximately the same level shows an avidly enhancing mass protruding intracranially through the bony defect with mild mass effect on the left frontal lobe. The mass abuts but does not invade the underlying enhancing dura mater (arrow).
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We present the case of a healthy 79-year-old woman who initially presented to the clinic with a midline frontal mass. She reported first noticing the mass 1 year before evaluation, after being struck in the head with a branch while gardening. She presented for evaluation because of progressive enlargement of the mass. She denied headache, pain, nasal congestion, facial pressure, facial numbness, or difficulty breathing.
The patient underwent computed tomography (CT) of the head and sinuses followed by magnetic resonance imaging (MRI) of the brain and sinuses, with and without contrast. Imaging demonstrated a noncystic mass lesion in the region of the frontal sinuses with avid homogenous enhancement. The remainder of the opacified contents in the frontal sinuses, left ethmoid air cells, and left maxillary sinus were clearly separate from the mass, demonstrating a relatively high T2-weighted signal and lack of enhancement consistent with mucocele formation.
The epicenter of the mass was presumably in the left frontal sinus, although a bulk of the lesion also presented in the midline between the frontal sinuses. No bony separation of the left and right frontal sinus was seen, which could have been secondary to erosion or simply an anatomic variant. The lesion was clearly expansile, enlarging the confines of the left frontal sinus. Additionally, long segments of both the anterior and posterior cortex of the frontal sinus were not present, with other areas thinned.
Surgery was performed using a combined endoscopic approach to the floor of the anterior fossa and a bifrontal craniotomy. Histologically, the specimen revealed a ENT-Ear, Nose & Throat Journal June 2018 IMAGING CLINIC spindle cell neoplasm composed of interlacing fascicles; cellularity was high with only rare mitotic figures. Immunohistochemical staining was focally reactive for both S-100 and SMA. The patient tolerated the procedure well and was discharged home without difficulty. At her follow-up appointment, she was doing well and MRI revealed no evidence of recurrence.
The distinction between bony destruction versus erosion is important because they suggest different pathologic entities. The appearance in our case was more congruent with erosion secondary to an expansile mass with smooth borders and adjacent cortical thinning. Mucocele pressure remodeling might have played a role to some extent, although it was felt the primary process was due to the mass because the areas of erosion were subjacent to the enhancing mass, which protruded through these regions.
The mass demonstrated intracranial extension, with much of the posterior cortex of the left frontal sinus eroded or thinned. The mass abutted the left frontal dura and created mild mass compression of the underlying brain. There was enhancement of the dura but no evidence of invasion or brain parenchymal involvement (figure 1). The midline component of the mass protruded anteriorly into the adjacent scalp soft tissues, with erosion and thinning of the anterior cortex (figure 2). A small portion of the mass appeared to extend through and widen the frontoethmoidal recess on the left. The inferior portion of the mass also eroded the roof of the left orbit, with extension into the extraconal orbital compartment and compression of the superior rectus muscle (figure 3).
At the time of imaging, undifferentiated sinonasal carcinoma was considered in the differential, although it is typically much more destructive in appearance. Sinonasal lymphoma, melanoma, and metastases were also considered given the strong enhancement of the mass.
Sarcomas of the paranasal sinus tract are extremely rare. We present an advanced case of low-grade sinonasal sarcoma with neural and myogenic features (LGSSN-FM). To the best of our knowledge, this is the only case involving a patient requiring craniofacial resection and reconstruction at the initial operation.
LGSSNMF was first described in 2012 by Lewis et al. 1 The tumor presented here differs from what has been previously reported because of its erosive and intracranial nature. 
